Lequeux, in 1910, advocated hysterectomy after Caesarean section for accidental heemorrhage in those cases "in which the uterus is a Shaw: COsarean Section and Hysterectomy potential danger, either as a cause of secondary haemorrhage or possible infection, however slight."
Phillips, in 1912, published an account of successful Caesarean section and hysterectomy carried out in a severe case of accidental haemorrhage.
Shannon, in 1912, published an interesting case in which he performed this operation, and found multiple small ruptures of the uterus, though he does not state whether there was free blood in the peritoneal cavity or no. He considers these ruptures to be due to over-distension.
Clifford, in 1914, published a case of accidental heemorrhage treated by Caesarean section and hysterectomy, in which he found free blood, in the peritoneal cavity. This case and two of the cases I now publish, with free blood in the peritoneal cavity, are, so far as I can find in the literature, unique in this respect.
I have now performed this operation upon six patients, in none of whom did the uterus make the slightest attempt to contract after Casarean section had been performed, and, in five of these cases, inspection of the uteruis showed such extensive extravasation of blood that we could hardly expect complete recovery of the uterus even if the hmorrhage had been controlled.
Most of the authors I have quoted advocate hysterectomy for concealed accidental hmorrhage, but of my six cases only one was a case of pure concealed accidental hBmorrhage, the other five all having a large amount of apparent hamorrhage. Case 1.-This patient, aged 40, was admitted to St. Mary's Hospital, Manchester, on April 22, 1914 . She was nine months pregnant with her thirteenth child, and the urine was solid with albumin. She was sent to the hospital because of severe haemorrhage, for which a doctor had plugged the vagina with gauze. On admission the gauze was removed, the membrane ruptured, and a tight binder applied. Labour pain soon commenced; there was no further severe haemorrhage, and in three hours a dead male child was delivered. The placenta was delivered very soon after the child. This was followed by some large clots and then free haemorrhage. Hot intra-uterine douche, ergot and pituitary extract were given, and the excessive flow of blood arrested, though a slow trickle of blood persisted. The patient was now very collapsed, and the pulse-rate had risen to 120. Three hours after delivery the resident obstetrical surgeon gave another intra-uterine douche, packed the uterus with gauze, injected another dose of pituitary extract, but still this trickle of blood persisted. I was sent for seven hours after delivery, and found the patient very collapsed, with an uncountable flickering pulse and a persistent trickle of blood from the vagina. I gave another hot intra-uterine douche but this had no effect upon the haemorrhage, tbough the uterus was apparently contracted. The cervix was not lacerated and from the whole of its internal surface, as far as it could be seen, blood was oozing, and presumably this was happening all over the uterine cavity. I had the patient taken to the theatre and opened the abdomen, in which I found about half a pint of free unclotted blood; both broad ligaments were very much swollen and almost black in colour from very large effusions of blood in the loose cellular tissue, the one on the right being the most extensive and reaching above the brim of the pelvis. The back of the uterus had several slight abrasions on it from which the free blood in the peritoneal cavity had come. I did a panhysterectomy, sutured the opening in the vagina, the round and infundibulo-pelvic ligaments, and covered them with peritoneum. I had great difficulty on the right side in controlling the htemorrhage from some small vessels ruptured high in the pelvic tissue, as the ends were lost amongst the disorganized cellular tissue, and I had to insert several ligatures round bunches of this tissue before the vessels were satisfactorily controlled. At the end of the operation I found I was perilously near the ureter, but the patient's general condition was so serious that I considered it better to run this risk than to spend any more time over the operation. After the operation we kept the patient in the theatre in the Trendelenburg position for some hours and gave intravenous saline. The patient picked up wonderfully, but only passed 9 oz. of urine in the first twenty-four hours, though the amount of albumin had considerably diminished. In the next fourteen hours she passed 20 oz. of urine, and after this a normal quantity each day, albumin not being present after the fourth day. Three days after the operation diarrhcea commenced, consisting of very offensive watery material containing undigested milk. This diarrhcea continued in spite of treatment until death took place from exhaustion three days later-that is, six days after the operation. During the whole of this time the patient was bright, had no headache or visual disturbances, passed a normal quantity of urine, with a gradually diminishing amount of albumin which completely disappeared after the third day. The 15, 1915 . There was a large amount of albuminuria. Hwmorrhage commenced suddenly at 4 p.m. with severe abdominal pain, anid she was admitted to the hospital tlhree hours later. There was then free external heemorrhage; the cervix admitted one finger; the uterus was hard, large and very tender; the patient was collapsed and the pulse uncountable. Caesarean hysterectomy was performed soon after admission. The uterus was filled with masses of blood-clot, the placenta completely detached, and the child was dead. There was a large lhematoma in the right broad ligament, but none in the left, though the haematoma on the right side did not extend over the pelvic brim as occurred in some of the other cases; there was much difficulty in controlling the oozing of the thin watery blood, but the operation on the whole was much easier than some of those just reported. This patient made an uninterrupted recovery.
Case VI.-M. R., aged 39, eight months pregnant with her thirteenth child, was admitted to St. Mary's Hospital on September 23, 1915. There was much albuminuria. Severe external haemorrhage commenced in the afternoon, and a district nurse who saw her sent her to the hospital at once. On admission her general condition was fairly good, pulse 126, and temperature 98 2°F. The resident obstetrical surgeon ruptured the membrane, applied a tight binder, and gave pituitary extract, but no contractions of the uterus occurred, and the haemorrhage continued. Later in the evening I was sent for, and did Cwsarean hysterectomy. There was no free blood in the peritoneal cavity, and. no haTmatoma of the broad ligaments. The uterus was full of blood-clots and the placenta was completely detached. The uterus made no attempt to contract after extraction of the child. This operation was performed much more .methodically than any of the foregoing as the patient was in a much Shaw::Cesarean Section and Hysterectomy better general condition, and two ligatures were placed round each uterine and ovarian artery. At the end of the operation she was in a fairly good condition, with a pulse of 120. Six hours later she was restless and cold, with sighing respiration, but her pulse was only 110, so we looked, upon her condition as one of shock. Very soon afterwards she died. Post-mortem examination showed that the ligatures round the right uterine artery had slipped and the patient had bled to death, though we had been misled as to her condition by the pulse-rate not increasing.
The operation performed in each case, except the first, was Caesarean section through a longitudinal median abdominal and uterine incision. After extraction of the child, the round and infundibulo-pelvic ligaments on both sides were seized with pressure forceps and cut, the uterovesical peritoneum incised, the uterine arteries on both sides seized and cut and then the cervix cut across about the level of the internal os. After the cervix had beein sutured and the uterine arteries and the round and infundibulo-pelvic ligament ligatured, the cut edges of the peritoneum were drawn over the raw surface of the cervix and broad ligaments, and the abdominal wound closed in three layers. This is one of the operations in which time is an essential factor, every minute saved, in some of the cases, being of the greatest importance: one of the operations was completed in fifteen minutes, though needless to say, no time was lost in peritonizing the pelvic wound and in stitching up the abdomen in layers.
All these six cases were of the severest type of accidental haemorrhage, and would undoubtedly have died if they had not been operated upon. They were all suffering very severely from the effects of the haemorrhage, and in none of the cases did the uterus show the slightest sign of contraction after removal of the child, so there was no option but to follow the Caesarean section by hysterectomy. The final result was three deaths and three recoveries, but one of the deaths was due to the accident of a slipped ligature, which has only once previously occurred to me, and this case I believe would have been saved if I had opened the abdomen again. I thought, however, she was suffering from shock, as her pulse-rate did not increase; at the end of the operation this patient was in a much better general condition than any of the others.
With regard to the other two deaths, one patient was practically moribund at the time of admission, and I only did the operation in the very faint hope--that she might be saved; she survived the operation only a quarter of an hour. This patient was sent to the hospital ten hours after the onset of symptoms and her life would PATHOLOGY.
All these uteri show an increased amount of elastic and fibrous tissue, especially around the blood-vessels, but not more than is usually found in multiparous uteri. Apart from this I can find no change, except extravasated blood in the uterine wall, more marked in the superficial layers, especially under the peritoneal covering. Couvelaire considers this a constant feature in accidental haemorrhage, but we must look upon it as the result of the condition, not the cause. In these cases the condition had gone much further; not only was the blood extravasated into the uterine wall, but it had extended into the broad ligaments to form large haematomata, and in two cases had broken through the peritoneal covering of the uterus, and had trickled into the peritoneal cavity. Another constant feature was the presence of albuminuria. This occurs in the great majority of cases of accidental heemorrhage, and I find it exceptional to meet with a case, slight or severe, in which this condition is not present.
The older teaching was that accidental hmorrhage was due to an accident, and I well remember, as a student, being warned not to allow pregnant women to do any work which necessitated the arms being raised above the head, such as the lifting of plates from a shelf, &c. It is very exceptional to see a case even remotely connected with an accident, and a large proportion commence to bleed during the night while in bed.
We must look much deeper to find the cause of this condition. In my opinion it will be found in some general condition of the patient, probably a toxEemia. My Dr. HERBERT SPENCER: This meeting will probably mark a stage in the history of accidental-h8emorrhage, the communications on intraperitoneal and intraligamentary hamorrhage being of great importance. The ecchymoses and intramuscular h&emorrhages are not at all rare; I have seen them at postmortem examinations of puerperal uteri of toxtmic patients and others. Some of them appear to be due to pressure on the uterus by the attendant; in some of the cases shown they seem to be due to overstretching of the uterus. Pure concealed accidental hemorrhage (in which not a drop of blood escapes from the vagina) is extremely rare; in thirty years I have only seen one instance of it. In that case I did conservative Caesarean section, notwithstanding the presence of ecchymoses and intramuscular haemorrhages, and the patient made a simple recovery. These slight haemorrhages in aseptic cases form no indication for the removal of the uterus, and even the more extensive intraperitoneal and broad ligament hbemorrhages might, perhaps, be treated more quickly and simply by drainage than by hysterectomy. If, however, the uterus is removed-and I do not go so far as to say it is never necessary-the organ should be removed by total hysterectomy and the vagina left open for drainage. I think Dr. Oldfield's case, in which severe epigastric pain occurred after food, may be regarded as an exaggerated example of the epigastric pain so frequently met with in the toxaemia of pregnancy.
Mr. H. BRIGGS (Liverpool): I share, with others present, the keen appreciation of the papers just read. The pathological evidence, still incomplete, enforces an open mind as to treatment. The possible distribution of the hmemorrhage encourages abdominal section, but hardly justifies the removal of an organ itself only participating in a morbid manifestation. The broad ligament hemorrhage is not due to extraneous. pressure as I thought possible in 1904, when I had its naked-eye appearances copied by an artist after the death of a patient treated by a tight abdominal binder and vaginal tampon (the water-colour drawing is produced). The intraperitoneal haemorrhage, apart from actual uterine rupture, has been associated with uterine peritoneal fissures. Is it conceivable that high intra-titerine tension may establish a Fallopian tube as a conduit of blood from a concealed uterine accidental haemorrhage? Early this year, when an acute abdomen complicated a labour with a dead fcetus near the full term, there developed an intraperitoneal effusion of 3 pints of liquid blood, which were drained by abdominal section twelve days after the labour. The extraneous side of the question was revealed in the patient's previous history of treatment for gastric ulcer in a general hospital. The matting of the undilated left Fallopian tube on the lower portion of the retro-omental blood sac was suggestive, but too inconclusive, for an obstetrical debate. Whitridge Williams has recently fully discussed the eclamptic state as a cause of accidental hwmorrhage. In the treatment of severe cases of accidental hwemorrhage I have been driven to regard active surgical effort as promoting the tide against the patient. In the light of to-night's proceedings further trials must be made; more work and more evidence are required.
Mr. G. F. DARWALL SMITH: I have come across one case of free intraperitoneal bleeding associated with concealed accidental heamorrhage, but before I relate it perhaps I may be allowed to state the reasons which influenced me in treating it in the way I did. When I was a student I was struck with the fact that in more than one case of concealed accidental haemorrhage death occurred a few hours after delivery per vias natutrales when delivery had been hastened, even though the uterus retracted well and there was no post-partum hamorrhage. Later, I was also struck by the fact that a woman may be in a profound state of shock and collapse, due to concealed accidental htemorrhage, even though there is no more than about half a pint of blood in the uterus, and scarcely any has been lost externally.
These considerations seemed to point to-the woman's condition being due, nob only to collapse from loss of blood, but also to nervous shock associated possibly with the sudden distension of the uterus. A patient in a condition of shock, as distinguished from collapse due to bleeding which is still going on, is not in a good condition for a severe abdominal operation. Hence, it-seemed that, if the bleeding could be controlled temporarily while she recove'red from the shock to some extent, it would be safest to allow her to deliver herself, either naturally or with artificial help, when her general condition had improved. In one case I attempted to eliminate the element of shock by spinal anesthesia, but unfortunately, as sometimes happens with this method, the shock was definitely increased for a short time, though. the woman eventually delivered herself naturally and safely. Generally speaking, I have adopted the method of combating the initial shock, which was, I think, first proposed and practised in Canada, by the use of morphia and saline infusion, at the same time attempting to control the hbwmorrhage by vaginal plugging and pituitary extract or ergot, with or without rupture of the membranes. And my.efforts have been attended generally with success, but I have come to realize that there are two conditions which may let one down badly when this method is adopted: one is intraperitoneal bleeding, and the other is extensive extravasation of blood into the wall of the uterus, in the presence of which nothing on earth will make it contract. Hence, I feel sure that in all severe cases in the future I shall open the abdomen without delay, but I would suggest that even then it is important to avoid adding to the shock already present by making use of local as well as general anaesthesia, which can be effected very rapidly. The history of the particular case I have to relate is as follows: The patient was a married woman who had had nine previous labours, all of which had been natural. At-11 a.m. on December 1, 1915, when near full time, she had some moderate haemorrhage per vaqinam and severe pain in the abdomen and she fainted. There were no labour pains. At 4 p.m. she was admitted into St. George's Hospital with a pulse of 120 and the typical signs of concealed accidental hemorrhage. There was practically no external haemorrhage. She was not in labour. She was treated at first with vaginal plugging, a tight binder and a T-bandage, and with morphia, pituitary extract, apld subcutaneous saline, but her general condition steadily deteriorated, so I removed the uterus, unopened with the child inside it, in order to make the operation as bloodless as possible on account of her very serious condition. Normal saline was infused into the veins during the operation. The peritoneal cavity contained from 8 to 10 oz. of free blood, which had apparently come from two vertical cracks from 3 to 4 in. in length, extending through the peritoneum and into, but not through, the muscle of the posterior wall of the uterus near the fundus. There was about 1 pint of retroplacental blood-clot in the uterine cavity. The concealed blood was entirely behind the placenta, and the partial uterine ruptures were on the peritoneal surface over the placental site. There was no interstitial heemorrhage in the wall of the uterus. The patient's condition was desperate at the end of the operation, and she unfortunatelv died nine hours later from htemorrhage from a small vessel in the flap of peritoneum near the bladder, which was not oozing when the abdomen was closed but must have started to bleed when the patient's pulse improved shortly after operation. haemorrhage not uncommonly arises from rupture of vessels in the broad ligament and vessels on the peritoneal surface of the uterus, and when these regions are the source of bleeding there is almost always a toxic origin forthcoming.
As regards treatment, I should consider these forms of toxic heamorrhage as indications for abdominal Caesarean section, but for all other accidental heemorrhage I should prefer treatment by the vaginal plug, no matter whether the membranes have or have not ruptured, or whether the habmorrhage is external or concealed. The objections to the vaginal plug arise from a faulty conception as to its mode of action. It is stated in text-books that its purpose is to well back the hemorrhage, and to retain it within the cavity of the uterus until the pressure there equalizes the pressure in the blood-vessels. No-one has ever seen the plug acting in this way, nor on its removal has more retained blood been found than can be accounted for by the amount poured out during its application. It is certain that the plug when properly applied exercises direct pressure on the uterine vessels. These vessels. running on the surface of the large spherical uterus, come into close contact with the lateral for.nices. The fornices are unyielding in the unimpregnated state, due to the support they receive from the so-called Mackenrodt'g ligaments. These ligaments are in reality portion of the tendinous extremities of the uterine muscle fibres. When the internal os is closed they are tense, but when the os opens in labour they become flaccid and permit the fornices to be pushed high up into the abdomen. Under the circumstances the plug can be felt above Poupart's ligament, and in this situation it is impossible to prevent it obstructing the uterine circulation. The mortality of treatment by abdominal section is at present very high, and there does not seem any immediate prospect that it will be materially lessened in the future. It at present compares very unfavourably with that obtained under use of the vaginal tampon.
Mr. T. G. STEVENS: Real cases of concealed accidental hmemorrhage are always desperate conditions, and cannot be dealt with in the same way as cases of external accidental hLemorrhage. The uterine m-uscle in concealed haemorrhage is paralysed, and will continue to distend as long as blood is being poured out into it. Possibly such a uterus may gradually recover and retract after the emptying of its contents, but in the meantime further bleeding will occur which will probably cause death. I consider that in any case such a uterus is a menace to the future health of the individual, and that there need be no hesitation in performing hysterectomy, if it can be done by a shockless method of operating. It is practically impossible to guarantee that there will not be a loss of at least one pint of blood during the operation of Caosarean section, and this amount may well turn the scale against the patient. It is my opinion, therefore, that the safest treatment is to perform hysterectomy at once, without opening the uterus at all. In one case I performed the operation with complete success. As the child is always dead in these cases the conservative operation need not be considered on its account.
Dr. FLETCHER SHAW (in reply): From the discussion upon my paper I find there has been some misunderstanding of it, as some speakers evidently thought I was advocating Casarean hysterectomy as a routine treatment for accidental hamorrhage. Nothing was further from my mind. I only performed it for those cases which would not respond to the ordinary methods of treatment. Rupture of the membranes, accompanied by hypodermic injections of pituitrin or ergot, or packing the vagina tightly with gauze, cure the great majority of cases of accidental ha3morrhage by causing uterine contraction, but there remain a few cases upon which these methods of treatment have not the slightest effect; the only chance of saving the patient is Cesarean hysterectomy. After the last case reported in this paper, eleven months elapsed before I saw another case of accidental haemorrhage which did not respond to routine treatment, and for which I had to do hysterectomy, although I had seen many cases of accidental hemorrhage during this time. I do not agree with Dr. Hastings Tweedy that packing the vagina is the best routine method of treating accidental heemorrhage. I prefer rupture of the membranes, with hypodermic injections of pituitrin, but this is beside the present discussion: to avoid this side issue, and to keep the discussion entirely upon the subject of the paper, I mentioned these two methods of treatment together and as of equal importance. Dr. Herbert Spencer has raised the question of panhysterectomy as opposed to subtotal hysterectomy: this again hardly comes within the scope of the discussion, though I much prefer the latter operation as being more rapid and free from many of the objections of the former, but this would be better treated in a separate discussion. I quite agree with Dr. Spencer that pure concealed accidental heemorrhage is a very rare condition: one of the six cases now published was of this variety; but altogether I have only seen a very few cases.
